Sense of community has four elements: 1) membership, 2) influence, 3) integration and fulfillment of needs, 4) shared emotional connection. It is a term often used in relation to a geographic location, as in a neighbourhood, town or region. However, the concept encompasses much more than location and is often extended to include the work environment and relationships people build with co-workers. Scant attention has been paid to developing and testing the construct among nursing communities. This study explores how a theoretical conceptualisation of sense of community applies to nurses; describes the development of the Nurse Sense of Community Index (NSCI), and reports the results of a survey (N = 672) of New Zealand nurses.
Introduction
Recent academic publications, newspaper and media headlines tell readers worldwide that healthcare professionals will continue to be confronted daily with more difficulties: worsening recruitment and retention, lack of staff and heavy workload (Blockley, 2017; Buck, 2017) . We also know that all members of society experience the need for community in that our lives become more meaningful through a sense of belonging, of being connected to and supported by others. These connections are what make our lives significant. Community in human life is critical because it ties individuals together in ways that foster shared values and beliefs: and that work communities can transform organisational members from a collection of singular individuals to a collective 'we' giving them a unique sense of belonging. For nurses, establishing supportive relationships with co-workers and feeling a sense of community at work are closely associated with higher job satisfaction, lower levels of job stress and reduced likelihood of burnout (Ditzel, 2008; 2009) , especially for new graduates who are often the most vulnerable to stress during challenging times (Sherman, 2013) . Having a sense of community is crucial for today's nurses because staff may often spend as much time with one another at work as they do with family members (Thueson, 2002) and for some, work may be their only source of community, so a sense of belonging and ownership matters even more (Seckman, 2014) . Sarason (1974) first conceptualized a psychological sense of community to describe the phenomena that one belongs to and is an integral part of a larger collectivity. Using the concept to represent the strength of bonding among community members, he argued that it was important for personal and collective well-being and associated the absence of a psychological sense of community with loneliness, alienation, psychological distress, and a feeling of powerlessness in society. Further developing the concept, McMillan and Chavis (1986) defined a sense of community as "a feeling that members have of belonging, a feeling that members matter to one another and to the group, and a shared faith that members' needs will be met through their commitment to be together" (p. 9). The authors proposed that a sense of community has four elements: 1) membership, feelings of emotional security, belonging, and identification; 2) influence, by which the community influences the individual and the individual influences the community, in turn; 3) integration and fulfillment of needs, physical and psychological needs met, thereby reinforcing one's commitment to the group; and 4) shared emotional connection, positive affect and shared history related to community membership .
Sense of Community
The concept of sense of community has been investigated in a variety of settings including workplaces (Klein & D'Aunno, 1986; Pretty & McCarthy, 1991 , Price, 1985 ; schools (Royal & Rossi, 1996; Spann, 2000) and online learning communities (Seckman, 2014) . Findings indicate that having a strong sense of community plays an important role in protecting individuals from negative outcomes such as poor physical and mental health (Pretty & McCarthy, 1991) , improves morale (Burroughs & Eby, 1998) , increases job satisfaction and lowers absenteeism in the case of teachers (Royal & Rossi, 1996) . In healthcare, having a strong sense of community yields benefits such as greater job satisfaction, improved staff retention and morale, better coping behaviours (Buck, 2017) .
Research Purpose and Questions
Apart from Biester's (1994) doctoral research on creating professional nursing work environments and a recent study of sense of community among nursing students (Foli, Karagory, Gibson, et al. 2013) , scant attention has been paid to developing and testing the construct among nursing communities. This gap in the literature provided the opportunity and motivation for this research. This study addresses the following questions:
 How does a theoretical conceptualisation of a sense of community apply to nurses?
 What is the level of sense of community among nurses?
The implications of the study's findings for the nursing profession and the relevance of place of work are discussed at the conclusion of the paper.
How Does a Theoretical Conceptualisation of a Sense of Community Apply to Nurses?
McMillan and Chavis' (1986) conceptualisation of sense of community deeply resonates with the writer's personal experience of feeling of belonging to a community of nurses. This experience and relevant literature is used to discuss how the four elements might operate for nurses.
Membership
Membership, the first element, has five attributes; boundaries, emotional safety, a sense of belonging and identification, personal investment, and a common symbol system . The first attribute, boundaries specify who is and who is not considered as part of the community or group. They are fixed formally with explicit markers of membership, and joining and leaving rituals. These barriers protect against threats to their intimate social connections, separating 'us' from 'them' thereby allaying anxiety by delimiting who can be trusted. In applying this, nurses begin their education as strangers but end up as members of a professional community with a fixed formal boundary. Becoming a registered nurse is the professional marker of membership and labels such as 'student nurse' and 'registered nurse', 'theatre nurse', etc., specify who is (and who is not) part of the various subgroups that exist within this vocational community.
A sense of belonging and identification, the second membership attribute involves the feeling, belief, and expectation that one fits in the group and has a place there, experiences a feeling of acceptance by the group and a willingness to sacrifice for the group. Members identify by believing that 'this is my group', and 'I am part of this group'. For nurses, group members develop a shared experience of nursing practice that conforms to both the formal rules of the vocational community and the informal rules of the various subgroups within the community. Personal investment, the third attribute is an important contributor as to how an individual feels about group membership and his or her community and is aligned with the fourth attribute, emotional safety which forms part of the broader notion of security. For nurses, emotional safety develops as individuals spend many hours together learning to become a nurse. Having a feeling of emotional safety relates to personal investment of time and self that in turn fosters intimacy and emotional safety as membership bonds grow. This plays a large role in developing an emotional connection (the fourth element).
The fifth membership attribute, a common symbol system serves several important functions in creating and maintaining a sense of community, one of which is to maintain group boundaries. Groups may use symbols such as the special conventions (e.g. rites of passage, language, dress, etc.) as boundaries to create intentionally social distance between members and non-members. For nurses, the most visible symbol of membership -wearing a nurses' registration badge, name badge or uniform -formally identifies a nurse as a community member. Other outward symbols include language, such as jargon like the word 'drip' meaning an intravenous infusion line, or 'red light' meaning there is an emergency.
Influence
Influence is "a sense of mattering, of making a difference to a group and of the group mattering to its members" (McMillan & Chavis, 1986, p. 9) and it works in various ways. Firstly, members are more attracted to a community in which they feel they are influential. Secondly, that community's influence on its members is an indicator of the strength of the bond between an individual and the community. Thirdly, the pressure for conformity comes from the needs of the individuals and the community for consensual validation (the need to know that the things the individuals feel, see, and understand are experienced in the same way by others), and, fourthly, that the influence of a member on the community and the influence of the community operate on a member concurrently. In a strong community, McMillan and Chavis (1986) argued that influence operates bi-directionally: members of a group are able to influence their community and the community in turn exerts control over the behaviour of its members. Nurses need to feel that they are contributing to their work unit to have influence. Examples include involvement and participation in work group decision making and contributing to ongoing education.
Integration and Fulfilment of Needs
The third element, integration and fulfilment of needs, is the "feeling that members' needs will be met by the resources received through their membership in the group" (McMillan & Chavis, 1986, p. 9) . This includes that which is desired and valued by the community. The following extract explains how a student nurse felt when integrated into a group of registered nurses working on a clinical ward.
Well they showed me the ropes. Expanded a little on what I learned in theory, well a large amount of what I learned in theory, let me get my hands on, as soon as they noticed I was gaining confidence, they let me build up my own confidence and work away on my own pretty quickly (Cope, Cuthbertson, & Stoddart, 2000, p. 854 ).
An example of a formal group established to integrate and fulfil palliative care nurses' needs is the Nursing Leadership Academy in End-of-Life Care (known as the Academy) (Spencer, Rushton, Rumizen et al., 2003) . The Academy was set up to bring about change because nurses working in the end-of-life field had recognised that improvements in medicine have led to longer and better lives, and that the art of caring for the person became secondary. The desire to change came from their desire to provide the best possible level of care, transmitted through a shared emotional connection and sense of belonging to a community of palliative care nurses (Spencer, et al., 2003) .
Shared Emotional Connection
The final element is a shared emotional connection or the belief that members share history, common places, similar experiences and time together that is based upon a history of interaction. It is "the definitive element for true community" (McMillan & Chavis, 1986, p. 14) and has been described as the feeling one gets when talking with other nurses or the look one sees in nurses faces when they talk about a 'favourite patient' or a 'moving experience' (Benton & Mitchell, 2004) . The strength of emotional connection increases with the greater number and quality of interactions and conflicts that are resolved. To illustrate this, a nurse who has cared for a person who is only hours' away from death knows (based on experience and stories that others have told) that hearing is one of the last senses to function. Experienced carers develop a confidence that engages them in a shared repertoire of talking 'out loud' to the person, even though that person apparently cannot hear nor respond (Kübler-Ross, 1969) . Nurses holding normal everyday conversations with each other also direct the conversation to the patient rather than being silent in their presence. To the family member, or even a novice nurse, this practice of having a normal conversation with a dying patient may appear as nonchalant or even disrespectful. To the nurses engaged in caring and, in my own experience, it is a congruent shared practice of nursing. Nurses who are community members experience a sense of belonging founded upon this shared knowledge and emotional connection about how to care for a dying person. A nurse who did not feel this sense of community, may feel ill at ease and may even experience emotional distress in this same situation.
Method

The Sense of Community Index
The most widely used measure of sense of community, the Sense of Community Index (SCI) is a 12-item true or false questionnaire developed from the responses of 12,000 adults in a neighbourhood participation project (Chavis, 1986; Chavis, Hogge, McMillan et al., 1986) . SCI items are rated 'true' = 1 or 'false' = 0 and are grouped together into four subscales based on their conceptual relevance to each of the four theoretical dimensions as follows: fulfilment of needs (items 1, 2, 3), membership (items 4, 5, 6), influence (items 7, 8, 9) , and shared emotional connection (items 10, 11, 12) (Note 1). An overall sense of community score is a total of all items (range http://journal.julypress.com/index.php/ijsn Vol. 2, No. 2; 2017 4 0 to 12) (Note 2). The SCI is commonly used in the neighbourhood context (Davidson & Cotter, 1986 ) but it has also been adapted (e.g., 'block' changed to 'your workplace', 'neighbours' to 'workmates') and in studies dealing with other geographic and relational communities including workplaces (Pretty et al., 1992; Price, 1985) , educational settings (e.g. Royal & Rossi, 1996) , urban communities (Chavis & Wandersman, 1990; Thueson, 2000) and professional nursing environments (Biester, 1994) . Construct validity of the SCI has been established by several qualitative studies (e.g. Brodsky 1996; Sonn & Fisher, 1996; Plas & Lewis, 1996) .
The Nurse Sense of Community Index
For the purposes of this study, the Nurse Sense of Community Index (NSCI) was developed by making three modifications to the original version of the SCI.
1. The referent 'block' was changed to 'hospital/organisation' and the word 'neighbours' was altered to 'colleagues'.
2. A five-point Likert scale was adopted (Burroughs & Eby, 1998; Laughner, 2004) for the 12 items (1= not at all, through to 5 = all the time) to produce a score range of 12 to 60.
3. Statements expressed in the negative condition (were altered to the positive condition to ensure that "all items were scored so high scores reflect high sense of community" (Chipuer & Pretty, 1999, p. 649) .
Sampling Procedures
The New Zealand nurses' survey used a self-reported questionnaire that was first administered as a pilot study to in a convenience sample of 49 nurses attending a hospital-based preceptor study day. Results showed an acceptably high reliability alpha co-efficient for the NSCI scale (0.82). Following ethical approval from the researcher's university, and with permission from the New Zealand Nurses' Organisation (NZNO) the questionnaire was administered nationally as a postal survey. Standard demographic information such as respondents' age, gender, family situation, and marital status was requested. To guarantee anonymity a tick-box method was used to complete the survey. Professional and employment related data was collected in the same way. Data were coded and entered into the SPSS 13.0 programme. Mean and standard deviation were computed to analyse the quantitative data.
Results
Sample
Respondents were 672 nurses (25 males and 627 females) who voluntarily completed a survey that was distributed in KaiTiaki, the monthly journal of the NZNO. Three quarters (74%) were married or living with a partner and a third was aged between 41 and 50 years: the median age group. Slightly over half had independent children living with them. The majority (64%) worked in public hospitals: were full-time employees and, collectively, 80% held hospital clinical nursing positions (in medical, surgical, children's wards, etc.). Job tenure data indicated a pattern of stability and longevity of tenure of many respondents (18.3% up to one year, 26.8% for three to five years, 17.3% for five to ten years, and 23.1% for ten years or more).
NSCI Scale Data
Data were first analysed to evaluate the four-element structure of the NSCI scale. Results are shown in Table 1 . Table 1 shows the mean and standard deviations for each item on the NSCI and for the four sense of community element subscales. Data reports a very high score (11.47) for membership, a low score (M = 9.47, SD = 1.64) and an unacceptably low Cronbach's alpha co-efficient of 0.18 for the Influence subscale. Results of a principal axis factor test for the NSCI items revealed a three-factor solution for the NSCI scale where factor 1 accounted for 51% of the variance and comprised eight items. Further testing of the intercorrelations and factor loadings revealed a common sense of community factor since the two subscales loaded onto a single factor. These results support the practice of using the overall SCI score in data analyses. Table 2 contains a summary respondents' NSCI score data. 
What Is the Level of Sense of Community among Nurses?
Females had higher sense of community scores (n = 627, M = 42.22, SD = 7.21) than men (n = 45, M = 40.82, SD = 6.36). Respondents who worked part-time (n = 425, M = 42.50, SD = 7.21) had higher scores than those who worked full-time (n= 247, M = 41.90, SD = 7.12). However, a series of t-tests found that none of these differences was significant. Table 2 However, a series of t-tests found that there were no differences between the highest scoring group and the other six groups. Using a simple tertile classification of scores where low = 12 to 28, moderate = 28 to 44, and high = 44 to 60: the mean NSCI score range that of 40.06 to 47.15 indicates that nurses have a moderately high level of sense of community. The highest five scores (>45) are shaded light grey in Table 2 . It also appears the level of sense of community gradually increases with age. Respondents in the youngest (20 to 30) age group had the lowest scores (M = 39.95, SD = 6.30). The difference (t = -3.5, p < 0.001) between them and the highest scoring group (61 and over) (M = 44.28, SD = 6.44) was confirmed by using a Bonferroni adjustment for the number of comparisons at the p < 0.05 level.
Discussion
These data clearly indicate that nurses feel that that are community members. Results support McMillan and Chavis' (1986) sense of community construct among nurses and demonstrate that three elements could be reliably measured. Key findings relate to the high membership and low influence subscale scores; the youngest nurses having the lowest level, and those working in speciality areas such as oncology and practice nursing (i.e., small, close-knit workplaces), the highest level of sense of community.
High Membership Subscale Score
Scores for the membership subscale were the highest. Membership encapsulates the feeling of personal relatedness and has five attributes. Boundaries are formally fixed, with explicit markers of membership (being a registered nurse), joining (graduating, new-graduate and preceptor training) and leaving (parties, farewell and retirement functions) rituals. Emotional safety is provided by membership boundaries and develops as nurses spend time together (often working in close physical contact in a hospital ward or work unit). A sense of belonging and identification involves the feeling, belief, and expectation that one fits in the group and has a place there, a feeling of acceptance by the group and a willingness to sacrifice for the group (such as when nurses are asked help others complete tasks or to work extra shifts). Personal investment is an important contributor to a person's feeling of group membership and to his or her community. Common symbol systems, such as wearing a similar nursing uniform, serve several important functions in creating and maintaining a sense of community and in maintaining group boundaries. Given the strong relationships between these five attributes, attributes, it is easy to see why nurses' scores on the membership subscale were high.
Low Influence Subscale Score
The lowest scores were for influence. Theoretically, influence means that individual group members feel important to the group and consider the group to be important to them. According to McMillan and Chavis (1986) , members are more attracted to a community in which they feel they are influential. Given this, the low scores on the influence subscale indicate that the nursing community may be an unattractive proposition and could contribute to the problem of recruitment and retention of nurses. Also, in a strong community, influence operates bi-directionally: members of a group are able to influence their community, and the community exerts control over the behaviour of its members. Low scores are indicative that influence might only operate in one direction: top down, which is not surprising given that the majority of nurses worked in public hospitals and public sector organisations which are hierarchical or bureaucratic organisations designed to efficiently and effectively control employees' work. These findings suggest that nurses felt they had little influence in the hospital and organisations in which they worked.
Youngest Nurses
The lowest level of sense of community was found among the youngest nurses. This is not surprising given that new graduates, who are typically the youngest, may take time to settle into their registered nurses roles. A study by the Professional Nursing Staff Organisation (2007) found a low sense of community among Generation Y nurses (also called Millennials, Generation Next, Nexters) who were described as "a self-reliant, family-orientated, brand-conscious, consumerist, mobile and optimistic group" and "as hardworking, dedicated to their patients, highly connected to their friends and families rather than to their job or a lifelong career" (Professional Nursing Staff Organisation, 2007, p. 1) . For young nurses, these characteristics combined with increasing internet connectivity and participation and involvement in virtual and social communities may take precedence over 'real' and personal workplace relationships thereby diminishing the value of belonging to or interacting with an ageing nursing community.
Workplace
Sense of community, as its name implies, derives from the proposal that the benefits ascribed to community come from an internal sense of community, irrespective of any externally observable characteristics of the group in question. So does workplace matter? Even though early membership boundaries are established by a physical place or location, such as a nursing classroom, longer term, it does not require that individual members remain in a particular location or setting to retain a sense of belonging to a vocational community of nurses. Thus, the membership element of a sense of community is an enduring and transportable characteristic that makes it easy for nurses to move physically in and out of different clinical or allied practice areas and within geographically different places of nursing practice.
These data however, show that workplace does matter as those nurses based in oncology, specialty areas, education, occupational health and prisons had the highest levels of sense of community. The finding that smaller work groups have a higher sense of community due to increased interactions, and an increased interdependence among members is supported by others e.g., Burroughs & Eby (1998) . Such workplaces are typically smaller, more supportive and provide greater opportunity for daily engagement and direct interpersonal relationships with co-workers. Furthermore, working hours may be more regular, not involve weekend or night shifts and job roles may require postgraduate training and be more challenging, highly technical and prestigious.
Recommendations
Results of this explorative study demonstrate that sense of community has both physical, i.e. related to place of work and relational, i.e., social/psychological dimensions that work together to provide a sense of membership and belonging to a nursing community. To nurture the development of a sense of community among neophyte nurses it is recommended that nursing education curriculum includes regular communication with students, providing feedback opportunities, and uses strategies such as group work to build opportunities for involvement and engagement with peers. Small group and project-based learning opportunities also connect learners with their community stakeholders, improving nurse's visibility and engagement with community stakeholders. Academic staff should role model collegial and professional relationships that enhance students' inclusion, empowerment and safety (Foli et al., 2013) . To build a strong community, all staff must feel like valued, including interdisciplinary team members. Smaller sized workplaces or units are more conducive to fostering the development of sense of community. Nursing leaders should emphasise building community, camaraderie and a sense of teamwork as engaged nurses are more likely to believe in their co-workers and help them in stressful and challenging times. Every staff member should feel a unified commitment to delivering patient-centred care and this starts with a sense of belonging and ownership (Sherman, 2013) .
To be more influential, nurses need more input into the more strategic hospital issues, a nursing representative should be chosen from each ward, unit or department to attend management meetings in which pertinent hospital mattes are discussed (Buck, 2017; Seckman, 2014) . This representative would be responsible for speaking on behalf of their nursing colleagues at meetings. This simple yet very effective, communication strategy ensures that nurses are informed about current hospital issues and enhance a nurse's sense of belonging to his or her organisational community. Nurses in their early careers need to be placed in supportive sites, and smaller units may be more suitable to developing sense of community. Where appropriate and operationally feasible, primary level organisational interventions such as clarifying job roles through job descriptions and regular performance appraisals are important. Secondary level, protective strategies such as enhancing social support networks, particularly amongst younger workers, both informally but also via line managers will also help to develop a sense of community (Buck, 2017) .
Finally, we need innovative programmes to connect the learning and skills of our multi generational workforce to the learning and professional development of younger workers. This includes preceptor and new-graduate mentoring programmes to provide the kinds of formal organisational support that is necessary to maintain and foster social relationships. In-service education and training should emphasise ways to effectively manage stress and develop interpersonal relationships. Postgraduate education courses should include topics such as leadership, developing emotional intelligence and strategies for enhancing teamwork.
Conclusion
Knowing how a sense of community operates among nurses is essential to the nursing profession's leaders and educators. Establishing communal workplace relationships with colleagues is closely tied to improved physical well-being, job satisfaction and retention, especially among new graduates. Low levels of sense of community among the youngest nurses and high levels among those working in specialty areas deserve attention. Recommendations including preceptor, mentor and development programmes, which facilitate workplace connections, nurture the development of sense of community across the multi-generational workforce.
